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A COVID-19 Focused Emergency 

Preparedness Survey was conducted by 

The Department of Health (DOH) on 

April 26, 2023. Shenandoah Manor Senior 

Living Community was in compliance 

with 42 CFR 483.73 related to E-0024(b)
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which may be excused from correction providing it is determined that other safeguards 

provide sufficient protection to the patients.  The findings stated above are disclosable whether or not a plan of correction is provided .  The findings are disclosable 

within 14 days after such information is made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued program 

participation.

This form is a printed electronic version of the CMS 2567L.  It contains all the information found on the standard document in much the same form.  This 

electronic form once printed and signed by the facility administrator and appropriately posted will satisfy the CMS requirement to post survey information found 

on the CMS 2567L. 
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A COVID-19 Focused Infection Control 

Survey and abbreviated complaint survey 

conducted on April 26, 2023, at 

Shenandoah Senior Living Community 

identified no deficient practice related to 

the reported compliant allegations.  The 

facility was in compliance with 42 CFR 

483.80 Subpart B Requirements for Long 

Term Care Facilities infection control 

regulations and has implemented the CMS 

and Centers for Disease Control and 

Prevention (CDC) recommended 

practices to prepare for COVID-19 and 

the 28 PA Code, Commonwealth of 

Pennsylvania Long Term Care Licensure 

Regulations as they relate to the Health 

portion of the survey process.
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Debra L. Bogen, MD, FAAP

Acting Secretary of Health

Jeane Parisi

Deputy Secretary for Quality Assurance
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